qualitative changes in the circulating leucocytes. Nothing is known at present of its aetiology. It has never been produced experimentally and the evidence that it exists in mammals is unconvincing. The nearest approach to human leukaemia in the animal world is the leucosis of fowls which is transmissible by blood inoculation and may therefore be accepted as a virus infection, but it would be unsafe to apply this theory to human leukaemia. The enormous excess of white cells in the blood may be compared with the hyperglycemia of diabetes and suggests that some defect is preventing the cells from performing their normal functions, and that the excess is an ineffectual response to the demands of the tissues, as in the hyperglycemia of diabetes and the hyperplasia of the bone-marrow in pernicious anemia. If this be so, the solution may prove to be comparatively simple and may be discovered by chance at any time. Unfortunately at present nothing is known of the factors concerned.
There are three main blood-forming tissues, which will be mentioned only in relation to the formation of leucocytes: (1) Bone-marrow 
Acute leukaemia
Acute leukaemia is almost confined to children and is rarely seen over the age of 25 years. It may occur in infancy. The difference in frequency between the two sexes, which is marked in the chronic types, is not obvious here. The child has often been in perfect health, and the initial symptoms are not pathognomonic, but in most cases the development of malaise and pallor is so rapid and so severe that within two or three days it is clear that some serious condition is present, and a blood count may decide the diagnosis.
The constitutional disturbances are severe, the pulse being rapid and feeble, and the temperature raised. No Auto-agglutination in the patient's blood is occasionally a difficulty, though it is more common in the symptomatic group. In these circumstances the patient's serum usually agglutinates all other bloods when tested in the usual manner, and the group cannot be ascertained. Auto-agglutination, however, is confined almost entirely to reactions at room temperature, and does not take place at blood temperatures. If there is difficulty in estimating the reaction at a temperature of 37?C. a group-IV donor should be employed; this has been done safely on several occasions, although the patient's blood may contain hemolysins which rapidly hemolvse the donor's blood.
Splenectomy
There can be no doubt that a successful splenectomv brings to an end the hemorrhagic tendencies in a high proportion of cases, but nevertheless the decision to operate must not be made lightly.
Splenectomy in otherwise normal individuals, as, for example, following trauma, is followed by a rapid rise of the blood platelets and the leucocytes. The platelets rise to their maximum in a few days and return to normal in about three weeks. It is worthy of mention that a rise of platelets follows any major operation, but is less rapid than that which follows splenectomy. After splenectomy for purpura hemorrhagica the rise in platelets may be very rapid and marked, and if the number has been within normal limits at the time of operation may reach a level at which there is a serious danger of thrombosis, which has been observed in several cases. In acute purpura hemorrhagica of great severity it may be said that the platelets are always definitely diminished in number, and the risk of thrombosis does not arise. If the platelets are found to be within normal limits with the clinical manifestations described it is more probable that the case belongs to the symptomatic or hereditary group. [Nov., 1936 In deciding if splenectomy should be performed in a case of primary acute purpura haemorrhagica several factors must be taken into consideration:?
1. Many patients recover without specific treatment, since the active haemorrhagic tendency may stop at any moment, and these patients may subsequently remain free of any symptoms for many years or throughout life.
2. The operation has a high mortality, and it must be decided whether or not the patient is so ill that the chance of surviving such an operation is almost hopeless.
3. The previous history must be carefully considered in order to make certain, if possible, that the patient really belongs to the group of primary nonhereditary haemorrhagic diathesis.
4. Blood transfusion must always be tried first, but if at the end of twenty-four hours, after two transfusions, the bleeding time is still excessive and shows no sign of returning to normal then, but not before, the question of splenectomy must be seriously thought of. The wait of twenty-four hours is fully justified, for it will undoubtedly save some patients from an operation which they would be unlikely to survive.
When this position has been arrived at and the factors already mentioned reviewed splenectomy is justified only if the haemorrhages are continuing, the haemoglobin percentage is falling, and the general condition is deteriorating. There are some further subsidiary points which are to be taken into consideration. Leucopenia suggests that the bone marrow is exhausted temporarily, and this would weigh in favour of operation. A high platelet count would be a distinct indication against splenectomy. It is best to come to a decision on the conditions existing at the moment, and not to be swayed by the history of previous attacks.
It is difficult to know in which direction these should weigh, for if a patient has survived previous attacks he may well survive the present one, although he would be exposed to the risk of recurrence in the future. In the case of a child who has recovered from previous attacks the parents would rarely consent to an operation which could be performed with much less risk when the acute attack had passed.
With regard to the operation, splenectomy should be undertaken if possible. Adhesions may render this difficult and the operator may have to be satisfied with ligation of the splenic vessels, the results of which operation are still uncertain. A blood transfusion should always be given at the time of operation, but it is not right to delay transfusion because the question of splenectomy may shortly arise.
Results of splenectomy
It is difficult to estimate with exactitude the dangers and results of splenectomy. Many of the patients who die after the operation would undoubtedly have died in any circumstances, but splenectomy is a serious operation in acute purpura hsemorrhagica and is undoubtedly associated with a high operative mortality. It must also be remembered that many patients recover without operation, even when in extremis.
In favourable cases the haemorrhages cease with extraordinary rapidity after operation. It is said that haemorrhages can be seen to cease immediately the spleen is removed. The blood platelets rise rapidly, undoubtedly due to flooding of the circulation with reserves from the bone marrow, as happens after splenectomy for other conditions. In the course of two or three weeks the platelets fall to an ordinary level. Recovery from the operation may be uneventful and the haemorrhages completely disappear, and no subsequent symptoms may arise for a course of years. Nevertheless, it is known that even in such cases serious haemorrhages may recur after long intervals of freedom.
Occasionally the platelets rise to a high or a normal level with cessation of the haemorrhages and then subsequently fall to a low figure. Haemorrhages may not immediately recur, but they tend to do so later. This course is, however, more common in the chronic than in the acute form. In a few cases the blood platelets entirely fail ( 
